It is generally accepted that most of the tear flow drains via the inferior canaliculus, and Milder (1970) recently estimated that 80% of the tears follow this route. It is probably gravity which determines this unequal drainage pattern and consequently, when the lower canaliculus is obstructed, a patent superior canaliculus may be unable to compensate for this blockage by increasing its own relatively limited ability to remove tears. Troublesome epiphora may occasionally be the result. It is only in a small minority of cases, however, that the superior canaliculus is unable to compensate functionally for the inferior canalicular obstruction; in most patients no symptoms occur and the superior canaliculus effectively assumes the role of the blocked lower duct. Some authorities believe that a patent superior canaliculus is always able to compensate for an obstructed lower duct provided that there is no obstruction of the drainage mechanism distal to the common opening, i.e. in the lacrimal sac or duct. This is not the author's experience and furthermore does not accord with accepted clinical practice since it is generally accepted that laceration of the lower canaliculus requires immediate repair, whilst division of the superior canaliculus simply necessitates confirming the patency of the lower canaliculus. Distal canalicular obstruction in the region of the common opening generally involves both ducts and clinically seems to be of two types. The membranous type of obstruction, at the common opening itself, is usually managed by a dacrocystorhinostomy with intubation of the canaliculi whilst a more extensive distal block requires a dacrocystorhinostomy with either microdissection of the canaliculi and the anastomosis of their patent ends to the lateral wall of the sac or, alternatively, the insertion ofa Lester-Jones tube.
Proximal canalicular obstruction ( Fig IA) may be defined as a blockage occurring anywhere between the lower punctum and the common canaliculus but excluding local punctal lesions which are frequently managed by some variation of the 3-snip procedure. Such a proximal obstruction may occur with a normal upper canaliculus or may be complicated by occlusion of the upper punctum ( Fig Ic) . The rationale adopted in managing both these types of proximal obstruction has been aimed at augmenting the limited capacity for tear drainage possessed by the upper canaliculus so that it may more successfully compensate for its obstructed lower partner. This paper records how useful the simple procedure of superior canaliculotomy, or slitting of the superior canaliculus, has proved in these cases. A small series of 6 cases of inferior canalicular obstruction managed by this operation was published by Gayer Morgan in 1950, but in spite of this the procedure is not widely known and it therefore seems justifiable to record this further series collected over the past three years.
Operative Technique
The operation is simple and may be performed under either local or general anesthesia. In those cases of proximal obstruction of the lower canaliculus with a normal punctum it is sufficient to dilate the superior punctum with a Nettleship dilator before passing a canalicular knife as far as possible down the canaliculus, at the same time slitting the lateral wall in the plane of the lid (Fig 2) . It is essential to carry the incision right down to the common opening so that the duct is opened up laterally as shown; it is also important to complete the procedure in one attempt since it is often difficult to re-locate the duct in the presence of the brisk, but temporary, hemorrhage that follows slitting the canalicular wall. In those cases where the lower canalicular blockage is complicated by superior punctal Gayer Morgan inserted a cotton-wool wick into the wound, immediately after slitting the canaliculus, which was removed after 4-5 days, but we have found it more effective to give frequent topical steroids and probe daily for 5-7 days. This is well tolerated if a few drops of local anasthetic are instilled before starting the procedure.
Results
Table 1 summarizes the 5 cases that have been managed by this operation. All the patients treated are at present symptom-free and patent to syringing. The mechanism whereby drainage is incieased after the operation is presumably by utilizing the effect of gravity which encourages direct drainage of tears from the medical canthus to the common opening ofthe tear sac. The followup period in these cases varies between one and three years, and it may well be that in the future some will get a recurrence of symptoms requiring more extensive surgery. The initial results in this series, however, seem to confirm that this simple operation of superior canaliculotomy is extremely useful in dealing with the uncommon situation of a proximal obstruction of the lower canalicus combined with a functional blockage of the superior canaliculus.
